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**Sonography of the normal ankle: a target approach using skeletal reference points**

De Maeseneer M, Marcelis S, Jager T, Shahabpour M, Van Roy P, Weaver J, Jacobson JA. *AJR Am J Roentgenol* 2009; 192: 487--95.

This article "walks" you (pun intended) through a number of structures of the ankle and foot which can be readily identified on ultrasound. Tips are provided along the way using skeletal landmarks.

Ultrasonographic appearances of tendon/ligamentous structures are described, with reference to illustrations and anatomic slices.

This article serves as a useful guide for practices that perform occasional ultrasounds of the ankle and foot. I suppose you have to walk before you run...

**Ganglia of the hand and wrist: a sonographic analysis**

Teefey SA, Dahiya N, Middleton WD, Gelberman RH, Boyer MI. *AJR Am J Roentgenol* 2008; 191: 716--20.

It is well known that ganglia are the most common lesions of the hand and wrist, however a plausible explanation for their aetiology cannot be found. That is, until now.

According to the authors, there is a cascade of events, which begins with mucin production caused by stretching of the capsular and ligamentous structures. In turn, mucin dissects through tissue planes, forming ducts and lakes and these finally coalesce into a cyst. End result: ganglion.

In terms of ultrasonographic appearances the authors found that most are complex rather than simple and those that are complex also tend to be larger. Further, the complex ones are found within the dorsal aspect of the wrist, whereas the simple ones tend to be found within the flexor tendon sheath.

An explanation for the various appearances is also provided. In essence, where space is less restrictive such as the wrist, the ganglia can increase in size, and as they do so, they become more complex. On the other hand, ganglia of the flexor tendon sheath, remain small and simple because they are constrained by surrounding soft tissues.

**Ultrasound assessment of the spring ligament complex**

Mansour R, Teh J, Sharp RJ, Ostlere S. *Eur Radiol* 2008; 18: 2670--5.

The spring ligament, also known as the calcaneonavicular ligament, would not be routinely assessed by many practices and with a name like that I can see why.

The spring ligament is an important stabiliser of the arch and the article reviews its anatomy in detail, together with pathophysiology. The take home message: flat foot deformity and valgus alignment can be caused by ligament insufficiency, particularly when it becomes lax or ruptures. This insufficiency is also associated with posterior tibial tendinopathy.

The ultrasonographic findings in patients with insufficiency are ligamentous thickening, loss of the fibrillar pattern and occasional hyperemia. The technique used to image the structure is also described. So next time you see a patient with flat foot deformity and valgus alignment, remember to assess the spring ligament as well.
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**Comparison of duplex sonography and high resolution MRI in the diagnosis of giant cell (temporal) arteritis**

Bley TA, Reinhard M, Hauenstein C, Markl M, Warnatz K, Hetzel A, Uhl M, Vaith P, Langer M. *Arthritis Rheum* 2008; 58: 2574--78.

This is a study that would not be performed at present in Australia because we, thankfully, still have more sensible clinicians here than high resolution MRI machines. My temporal arteries throb at the thought of using a 3T sledgehammer instead of duplex ultrasound with a "hockey stick" probe to crack the nut of this problem, namely early diagnosis and treatment of temporal arteritis in order to prevent possible visual loss.

For anyone who doesn\'t think it is a serious problem, log on to the autumn 2008 issue of *Avant\'s Members\' Update* ([www.avant.org.au](http://www.avant.org.au)) where on pages 6 and 7 you can read an article by Dr Hugh Aders called *No temporizing with temporal arteritis*. He details three case reports of delayed diagnosis which led to blindness and resulted in medico‐legal claims and settlements totalling over \$1 million.

In this study, 59 patients were investigated by both MRI and duplex ultrasound and the final diagnosis of temporal arteritis was made on the basis of biopsy in 24 of 41 cases and by clinical findings and six month follow up in 12 of the remaining 18 cases.

Results -- In both groups there were comparable sensitivities and specificities proving the obvious, namely that MRI is not needed to make the diagnosis. And that\'s even without mentioning the speed with which the duplex ultrasound study can be performed and added value of guiding possible biopsy.

**Ultrasound biosafety considerations for the practicing sonographer and sonologist**

Nelson TR, Fowlkes JB, Abramowicz JS, Church CC. *J Ultrasound Med* 2009; 28; 139--50.

Mad if you don\'t! Anyone about to write the DDU or DMU is crazy if they don\'t read this simplified article on biosafety. Then if you need more details or feel that any ultrasound physics/biosafety article is worthless without at least a few formulae, you can always read the consensus report of the AIUM Bioeffects Committee, the executive summary of which was published in the same journal last year (2008; 27; 503--15).

The take home message is that, especially in pelvic and obstetric studies, one has to keep one\'s eye on the thermal index and mechanical index numbers on the screen and keep them as low as reasonably achievable (usually TI \<0.5 and MI \<0.4).

**Cross sectional imaging of acute and chronic gallbladder inflammatory disease**

Smith EA, Dillman JR, Elsayes KM, Menias CO, Bude RO. *Am J Roentgenol* 2009; 192: 188--96.

What\'s new under the sun? Very little when it comes to imaging gallbladder inflammation, so old hands will be disappointed while novices will enjoy this good review article of uncomplicated acute cholecystitis and the ultrasound, CT and MRI findings in complications such as gangrenous, emphysematous, suppurative, haemorragic, acalculous, chronic and xanthogranulomatous cholecystitis.

For completeness, they also mention hepatitis related gallbladder wall changes (common), Mirizzi syndrome (rare) and gallbladder volvulus (as rare as rocking horse manure).

The article suggests that CT is more specific than ultrasound in diagnosing emphysematous and gangrenous cholecystitis. I agree with the former but my impression is that CT does not have any advantage over ultrasound with gangrenous cholecystitis. I\'m probably biased, but what do you think?

**Transabdominal sonography in assessment of the bowel in adults**

Kuzmich S, Howlett DC, Andi A, Shah D, Kuzmich T. *AJR Am J Roentgenol* 2009; 192: 197--212.

In this pictorial essay, the authors describe the ultrasonographic features in a wide range of gastrointestinal diseases and try to convince us of the important place of abdominal ultrasound in adult GIT diagnosis. I think we all appreciate the use of ultrasound in pyloric stenosis, mesenteric adenitis, appendicitis and intussusception especially in paediatrics, but I remain unconvinced of its use in Crohn\'s disease, ulcerative colitis, diverticulitis and carcinoma without previous clues from a CT scan.

Have a look at the nice pictures in this article but don\'t believe the hype such as the first line of the conclusion: "Sonography should be the preferred initial imaging technique in the radiologic evaluation of many gastrointestinal tract disorders". Like many articles, they haven\'t allowed the facts to get in the way of a good story.
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**Reliability of fetal middle cerebral artery velocity measurements: a randomized controlled trial of sonographer training**

Clark EA, Lacoursiere DY, Byrne JL, Ponder R, Silver RM, Esplin MS. *J Ultrasound Med* 2009; 28 (1): 19--25.

As the authors say, middle cerebral artery velocity assessment is now the standard of care in most tertiary centres with maternal fetal expertise as it accurately detects fetal anaemia secondary to red blood cell alloimmunization and other causes. The test does, however, require a high degree of accuracy and precision. This study was set up to evaluate the effect of a targeted training programme for sonographers. Both the intra‐ and inter‐observer variability for MCA measurements improved after the training module. This study suggests that a formal programme for MCA Doppler measurements could improve outcomes.

**Fetal nasal bone screening for trisomies 21, 18 and 13 and Turner syndrome at 11--13 weeks of gestation**

Kagan KO, Cicero S, Staboulidou I, Wright D, Nicolaides KH. *Ultrasound Obstet Gynaecol* 2009; 33: 259--64.

This paper from The Harris Birthright Research Centre for Fetal Medicine in London investigates the use of the fetal nasal bone in first trimester screening. By using the fetal nasal bone assessment, the false positive rate was reduced from 3.0% to 2.5% without altering the detection rates.

It is clear from these data that the addition of the nasal bone measurement is now here. Appropriate training of sonographers with adherence to a specific technique will be essential. To become competent in this examination sonographers take an average of 80 scans of the nasal bone. The authors include however that nasal bone assessment need only be done in the 15% of the total population whose risk after standard combined testing is 1 in 51 to 1 in 1000. Such a two stage screening policy would detect 93% of Down syndrome with a false positive rate of only 2.4%.

**Interobserver variability of the measurement of fetal nasal bone length between 11+0 and 13 + 6 gestation weeks among experienced and inexperienced sonographers**

Staboulidou I, Wüstemann M, Vaske B, Scharf A, Hillemanns P, Schmidt P. *Ultraschall in Med* 2009; 30: 42--6.

Still on the topic of fetal nasal bones, this study from Germany of 220 fetuses clearly revealed that there were statistically significant differences between sonographers who had done \>400 first trimester screening scans and those who had done only 95. This lends weight to the FMF programme of training sonographers only in NT assessment but also in measuring nasal bone length for Down syndrome screening. Documentation of sonographer skills will be mandatory for the use of fetal nasal bones as an additional marker in first trimester screening.

**A Thai reference for normal fetal nasal bone length at 15 to 23 weeks gestation**

Sutthibenjakul S, Suntharasaj T, Suwanrath C, Kor‐anantakul O, Geater A. *J Ultrasound Med* 2009; 28: 49--53.

This cross sectional study is the first to assess fetal nasal bone length in Thais. Normal lengths have been established for Caucasians, African American, South American and Chinese populations. As we know, Caribbean and Asian fetuses have higher incurrences of absent nasal bones at 11 to 14 weeks gestation than in white fetuses.

Results of this study of 295 Thai fetuses reveal that fetal nasal bone lengths are significantly shorter than in the white population at 15 to 23 weeks gestation. If their results are confirmed in the first trimester, they could have implications for Down syndrome screening.

**Use of ultrasound in peripheral nerve blocks**

Schwemmer U, Markus CK, Brederlau J, Schuster F, Redel A, Roewer N. *Ultraschall in Med* 2009; 30: 6--24.

This is an excellent continuing education article from an Anaesthiology University Clinic in Wurzburg. For those who use regional anaesthesia for peripheral nerve blocks, it is essential reading.

The authors point out that the basic requirement for successful use of ultrasound is in‐depth method training and knowledge of the system being used. With portable machines becoming more popular blind peripheral nerve blocks may well disappear.
